urinary infection, and in chronic urinary infection it is very frequently disappointing in its results. We know, as clinicians, that there are many cases in which vaccine therapy appears to be worthless and we believe that in few cases does improvement follow its use. But which are those cases that are likely to benefit by vaccine treatment we have not been able definitely to ascertain. I cannot, therefore, believe that all patients are equally suitable for vaccine treatment or that the somewhat rigid scheine of dosage that appears to be wellnigh universal can be the best method for its administration.
The cases in which I have seen the best results given have been those in which the vaccine was administered during the decline of the infection when the telmlperature had fallen and the symptoms had abated but the urine was still infected. In very chronic cases, and in the type we know as bacilluria, vaccine therapy has in my experience done no good at all. I have tried the method of infusion of blood from an immunized healthy individual (imilmuno-transfusion), but so far with disappointing results. The fact that a chronic case of urinary infection of many years' standing may suddenly clear up completely after an acute exacerbation and show no tendency to recur, leads mlle to suppose that vaccine therapy, if properly handled, might give better results than it does at the present time.
(4) Local.-Two important local methods of treatment consist in washing out the bladder and the renal pelvis. I must leave the former, but will say a few words about lavage of the renal pelvis.
When proof has been obtained that the focus of infection lies in the renal pelvis, lavage is a very valuable method of treatment and may be the only method that will bring about a cure. Great care should be exercised in the selection of cases. Lavage of the renal pelvis is contra-indicated where there is infection of the prostate and vesicles, where there is incurable infection of the lower urinary tract such as that coinplicating malignant growth of the bladder, and where there is obstruction in the lower urinary tract. In acute infections the method should be avoided. The only exception to this rule is in the case of the pyelitis of pregnancy, when good results sometimes follow the passing of the ureteral catheter and careful lavage. The method has been employed for young children, but I do not consider that it is wise to use it at so early an age.
Renal lavage is most useful in cases of persistent pyelitis where there are constant symptoms or recurrent attacks, and in cases of chronic cystitis secondary to pyelitis. In many cases the infection is cured by this method, but not in all.
At the end of a course of washing, the state of the urine from the renal pelvis may be much improved in condition, but still be infected. The distressing bladder symptoms may have completely disappeared, but they will probably recur at a future date. In these cases, however, the relief of symptoms is such that the patient is satisfied with the treatment and will return for a further course if the bladder becomes troublesome.
Persistence of infection in spite of lavage may be due to: (1) The use of too weak an antiseptic; (2) too long intervals between treatment; (3) dilatation of the renal pelvis; (4) stone in the renal pelvis.
Recurrence of the infection of the renal pelvis after the urine has been found sterile is due to infection from the bowel.
(5) Operative.-There is not time to discuss the indications for operation in urinary infections. Such operations may affect the kidney, bladder, prostate or vesicles and inay involve drainage or excision. In the pyelitis of pregnancy emptying the uterus may have to be discussed.
(6) Treatment of the bowel.-The bowel is the chief source of the bacteria, causing urinary infection, and the infection may be repeated time after time. It is therefore necessary in all urinary infections to examine and treat the bowel. The method will consist in the administration of bowel antiseptics, in the treatment of atony of the bowel wall and other causes of chronic constipation. The question of operation for piles, for chronic appendicitis and for cholecsstitis will also arise for discussion.
Dr. OLIVER HEATH, founding his ideas on a personal experience of acute cystitis due to a staphylococcus and a diphtheroid bacillus, suggested that the symptoms of frequency of micturition and of strangury should be considered to indicate an abnormal need to micturate frequently, first in order to increase the inflow of fresh blood by muscular action of the bladder wall, secondly to evacuate the irritant pus.
In the course of his own attack he had noticed that abstinence from all liquid increased at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from frequency and pain up to the point of strangury in four to five hours; whereas copious draughts of water enabled him to hold his urine in comfort for two or three hours. This he said, supplied a method of controlling the symptoms during the acute stage.
After suffering day and night for a whole month, he applied treatment on these lines to himself. Using a vaccine, he drank copiously until twenty-four hours after the first dose, when he withheld drink on each of two successive evenings until strangury occurred; a pint and a half of water was then taken as quickly as possible and gave relief in twenty minutes. This was repeated forty-eight and seventy-two hours after a second dose of vaccine, but caused less discomfort; and eight days from initiation of treatment cure was complete and permanent, as shown by the absence of symptoms and freedom of the urine from pus or albumin.
Mr. S. G. MACDONALD inquired of Professor Dudgeon as to the significance of the hlemolytic organism and what practical bearing it had on treatment. Professor Dudgeon said he had not found this organism in the intestinal tract except on rare occasions-where then was the source of infection ? In the recurring cases, with clear intervals, why did Professor Dudgeon state so dogmatically that the source of re-infection was some focus in the urinary tract ? It might equally, and possibly more likely, be a re-infection from the original source. The value of vaccines was not in recent acute infections, but in cases of recurring infection and chronic cases with exacerbations. In his (Mr. MacDonald's) experience acute infections of the Bacillus proteus were rare, the chronic proteus cases were more commonly terminal infections and often associated with carcinoma. He (Mr. MacDonald) agreed as to the association of staphylococcal infections and stone; in chronic staphylococcal infections it was doubtful whether nephrolithotomy was worth while; the stone was almost certain to recur.
With reference to Sir John Thomson-Walker's remarks as to acute bacterial infections, in which the urine was sterile, he (the speaker) said this also occurred with renal block, the continuance of which would be an indication for nephrotomy. He asked Sir John's opinion as to where hexamine splitting took place. Certainly the damaged kidneys of urinary obstruction seemed incapable of producing free formalin. He (Mr. MacDonald) said he was sceptical as to the value of renal lavage except in isolated cases; he had tried it extensively and could only record one persisting bacteriological cure-this was a case of ureteral obstruction by a pelvic tumour in which pyelitis continued after the pelvic tumour had been removed.
Professor DUDGEON (in reply) stated that by his methods infection of the urinary from the intestinal tract had been bacteriologically proved. Previous workers had suggested that the intestinal tract was the source of infection, but they failed to establish proof-positive evidence.
The reason for his dogmatic view that the bacillus isolated from the urine in subsequent attacks of coli infection, which he had proved to be the same as gave rise to the primary infection, must be lying dormant, was due to the fact that it was the same strain of bacillus.
If it was a re-infection from the intestinal tract it would be more than unlikely that the same strain would appear on each occasion. Further, in cases which were regarded as cured with clear urine the bacillus could not infrequently be obtained if several c.c. were employed for the examination.
Sir JOHN THOMSON-WALKER (in reply). The view has been expressed that in the cases of recurrent infection in which the urine is sterile between the attacks, there is some pocket in the kidney in which the bacteria lie dormant, and that this is supported by the fact that the same type of bacteria is found in each of the recurrent attacks.
This view does not appear to me to be tenable. No pockets exist naturally and no pathological saccules have ever been found. There is no reason why the same type of bacteria should not re-infect the urinary tract from the bowel on succeeding occasions. In the male, retained infections of the prostate and seminal vesicles with a sterile urine, are of course well recognized. In regard to the acute cases of infection in which the urine is sterile, there are two types of case. There is the case with infection of the kidney and renal pelvis where the outlet of the pelvis suddenly becomes blocked, and the urine, which previously contained pus and bacteria, clears up and becomes sterile while the symptoms of renal infection become more acute; and, secondly, there is the case in which a hEematogenous infection has affected the cortex of the kidney alone and eventually leads to the formation of perinephric abscess.
The type of urinary infection in stone has been mentioned. It is an interesting fact, for which I have found no explanation, that a pure infection with the Staphylococcus albus is very
